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 V 000 INITIAL COMMENTS  V 000

An annual, complaint, and follow up survey was 
completed on October 13, 2022. Two  complaints 
were substantiated (intake #NC00192405 and 
#NC00192795). One complaint was 
unsubstantiated (intake #NC00193776). 
Deficiencies were cited.

This survey was originally closed on September 
29, 2022 but was reopened on October 13, 2022 
due to additional complaints.

This facility is licensed for the following service 
category: 10A NCAC 27G .1900 Psychiatric 
Residential Treatment Facility for Children and 
Adolescents.

This facility is licensed for 72 and currently has a 
census of 59. The survey sample consisted of an 
audit of 7 current clients and 1 discharged client.

 

 V 108 27G .0202 (F-I) Personnel Requirements

10A NCAC 27G .0202 PERSONNEL 
REQUIREMENTS
(f)  Continuing education shall be documented.
(g)  Employee training programs shall be 
provided and, at a minimum, shall consist of the 
following:
(1) general organizational orientation;
(2) training on client rights and confidentiality as 
delineated in 10A NCAC 27C, 27D, 27E, 27F and 
10A NCAC 26B;
(3) training to meet the mh/dd/sa needs of the 
client as specified in the treatment/habilitation 
plan; and
(4) training in infectious diseases and 
bloodborne pathogens.
(h) Except as permitted under 10a NCAC 27G 
.5602(b) of this Subchapter, at least one staff 
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 V 108Continued From page 1 V 108

member shall be available in the facility at all 
times when a client is present.  That staff 
member shall be trained in basic first aid 
including seizure management, currently trained 
to provide cardiopulmonary resuscitation and 
trained in the Heimlich maneuver or other first aid 
techniques such as those provided by Red Cross, 
the American Heart Association or their 
equivalence for relieving airway obstruction.
(i)  The governing body shall develop and 
implement policies and procedures for identifying, 
reporting, investigating and controlling infectious 
and communicable diseases of personnel and 
clients.

This Rule  is not met as evidenced by:
Based on record review and interview the facility 
failed to provide training to meet client needs 
affecting 1of 5 staff audited (Staff #1). The 
findings are:

Review on 9/28/22 of staff #1's personnel record 
revealed:
-Hire date: 1/3/22.
-Position: Mental Health Technician (MHT).
-No evidence of the training titled "Sexual 
Orientation and Gender Identity" being 
completed. 

Review on 9/27/22 of the Grievance Form dated 
8/31/22 revealed:
-Client #9 wrote about Staff #1, "She made an 
extremely transphobic comment that triggered 
me.  She said, 'Even if you identify as a boy, I still 
see you as a girl.' That's transphobic.  I get 
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someone asked but if you have nothing nice to 
say, don't say it." 
-The Program Manager documented he followed 
up with client #9 on 9/8/22 and that Staff #1 had 
been re-educated on client rights and to be more 
open to client gender identity.

Interview on 9/23/22 client #5 stated: 
-She was admitted in May 2022. 
-Some of the staff were "homophobic."
-Staff #1 had questioned her, "Can you have a 
child? Do you have balls? Well I see you as a 
girl." 

Interview on 9/27/22 the Patient Advocate stated:
-She had received a grievance from client #5 on 
8/31/22 against Staff #1.
-Client #5 complained that after talking with Staff 
#1 about being transgender, the staff made 
"transphobic" comments. 

Interview on 9/28/22 Staff #1 stated:
-She had started working as a Mental Health 
Technician in January 2022.
-She learned how clients gender identified from 
the client.
-This had been a problem when she did not know 
clients identified as a different gender from their 
biological gender.
-She did not know a lot about transgender issues.
-She typically used the word, "ma'am" when she 
addressed a female, but this had made the 
transgender clients angry.
-One of the clients had asked her, "How to you 
see me?"  She responded that she saw the client 
as a girl, which upset the client and the client 
accused the staff of "gender bias." 
-She had not had any training on how to care for 
transgender clients.
-It would be helpful to have more training about 
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sexual identities and how to care for these clients. 

Interview on 9/27/22 the Program Manger stated:
-He did not recall getting a written grievance from 
client #5, but he did get one from client #9.
-He discussed the grievance from client #9 with 
Staff #1.
-Staff #1 had explained that the clients had asked 
her what her thoughts were about transgender.
-The Program Manager conferenced with Staff #1 
and explained staff could not always share their 
personal opinions.
-Other than training on therapeutic boundaries, 
there had not been any additional training about 
"bias" issues.  

Interviews on 9/27/22 and 9/29/22 the Director of 
Quality, Compliance and Risk Management 
stated:
-The Program Manager was Staff #1's supervisor 
and had addressed the client grievances with the 
staff and he thought had done a verbal 
counseling. 
-A training entitled, "Sexual Orientation and 
Gender Identity," had been developed and was 
now part of new employee orientation training.
-This training had not "rolled out" to existing staff.  
-The Program Manager reviewed Staff #1's 
record and she had not received this training. 
-He estimated this new training was implemented 
as part of new employee orientation around April 
2022.

 V 315 27G .1902 Psych. Res. Tx. Facility - Staff

10A NCAC 27G .1902       STAFF
(a)  Each facility shall be under the direction a 
physician board-eligible or certified in child 
psychiatry or a general psychiatrist with 
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experience in the treatment of children and 
adolescents with mental illness.
(b)  At all times, at least two direct care staff 
members shall be present with every six children 
or adolescents in each residential unit.
(c)  If the PRTF is hospital based, staff shall be 
specifically assigned to this facility, with 
responsibilities separate from those performed on 
an acute medical unit or other residential units.
(d)  A psychiatrist shall provide weekly 
consultation to review medications with each child 
or adolescent admitted to the facility. 
(e)  The PRTF shall provide 24 hour on-site 
coverage by a registered nurse.

This Rule  is not met as evidenced by:
Based on record review and interviews, the 
facility failed to ensure at least 2 direct care staff 
were present with every 6 children or adolescents 
at all times. The findings are:

Review on 9/29/22 of a sample of  "Facility Daily 
Staffing Sheets" and midnight census reports for 
9/11/22 through 9/25/22 revealed:
-100 Hall census ranged from 12 to 14 clients.  
The night shift staffing ranged from 2 to 3 direct 
care staff on duty.
-200 Hall census ranged from 13 to 14 clients.  
The night shift staffing ranged from 2 to 3 direct 
care staff on duty.
-300 Hall census ranged from 11 to 13 clients 
each night.  The night shift staffing ranged from 2 
to 3 direct care staff on duty.
-400 Hall census ranged from 17 to 18 clients.  
The night shift staffing ranged from 2 to 4 direct 
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care staff on duty.

Interview on 9/23/22 client #2 stated: 
-She was admitted from the acute unit in May 
2022. 
-She was moved from the 200 hall to the 300 hall. 
-There were 14 girls on her hall and they usually 
had 3-4 staff.
-On Mondays they seemed to lack staff and it 
could get down to 1 staff.
-Staffing had improved.   

Interview on 9/26/22 client #3 stated: 
-She  was on the "200 hall."
-There were 14 girls on her hall and typically they 
would have 2-3 staff.
-Usually on Sunday there would be only 1 staff.
-In the last 2 weeks the Sunday staff was working 
with another staff. 
-The facility had been "short staffed" but it  was 
better.

Interview on 9/26/22 client #4 stated: 
-She had been a client at the facility for 6-7 
months. 
-She was on the "100 hall."
-There were 14 girls on her hall and typically they 
would have 2-3 staff.
-Sometimes they had only 1 staff on the hall and 
it was usually on on Sunday. 
-When the staff was "low" the Milieu Manager and 
nurse would help out.
-Staffing had improved. 

Interview on 9/23/22 client #5 stated: 
-She was admitted in May 2022.
-There were 13 girls on her hall.   
-Typically they have 2-3 staff on the unit.
-"Maybe" once a week they would have only 1 
staff working on the unit and it could be day or 
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night shift. 

Interview on 9/23/22 client #6 stated:
-They typically had 2 staff on her unit.
-Sometimes they would have just 1 staff, but this 
was not as often as it was in the past. 

Interview on 9/23/22 client #7 stated:
-He was admitted on 8/9/22.
-He has had many stressful situations and 
altercations with peers on his hall.
-He felt these issues go back to short staffing, 
"too many kids for the staff."
-They usually had 2 staff on the unit but 
sometimes only 1.
-In the morning they may only have 1 staff 
working. 

Interview on 9/28/22 the Director of Quality and 
Risk Management stated:
-The facility continued to work through staffing 
shortages.
-Efforts were ongoing in recruiting appropriate 
staff.

This deficiency has been cited 5 times since the 
original cite on 5/10/21 and must be corrected 
within 30 days.
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